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Accidental penetration of needles in the finger is a common practice, particularly among tailors and medical health-care professionals. Most of the times, these are superficial 
injuries which heal on its own without any sequelae [1]. However, 
severe penetrating needle injury might leave the broken tip inside 
the finger; if missed initially, it may get retained in the tissues and 
remain dormant or else result in a wide range of complications 
such as pyogenic granuloma, neurovascular deficit, and chronic 
pain [2-4]. Here, we report a case of a young male tailor who 
presented with asymptomatic broken sewing machine needle tip 
in his middle finger for the last 1 month.
CASE REPORT
A 25-year-old male presented to the outpatient department 
(OPD) with the complaint of a broken needle inside the right 
middle finger. There was no other complaint. He was a tailor and, 
according to him, he sustained sewing machine needle injury to 
his right middle finger 1 month back while sewing the shirt. The 
sewing needle penetrated the fingertip from the radial side and 
came out from the ulnar side. He rushed to the nearby hospital 
immediately with the needle in the finger. The doctor tried to 
pull the needle out of the finger but the needle was broken and 
he could not remove the whole needle. The patient did not give 
consent for surgical exploration and returned to his home. His 
puncture wound healed in due course of time and he resumed his 
daily activities from the next day. There was no pain in the right 
middle finger but he was worried about the broken needle inside 
the fingertip. After 1 month, he presented to the plastic surgery 
OPD for the removal of the broken needle tip.
On clinical examination, there was no tenderness and 
deformity of the fingertip. The fingertip was absolutely normal. 
A pre-operative plain radiograph (anteroposterior and lateral 
views) of the middle finger with a pin (radio-opaque marker) over 
the dorsum fixed with a tape was advised to locate the exact site 
of the broken needle (Fig. 1).
The patient was taken to the operating room for the exploration 
and removal of the retained broken needle tip. Digital block with 
1% xylocaine (lignocaine) was given, a finger tourniquet was 
applied, and an incision was given in the distal phalanx (Fig. 2). 
The broken needle tip was completely embedded in the bone. On 
careful exploration over the ulnar border of the distal phalanx, 
the broken needle was localized and removed with the help of an 
artery forceps without damaging any surrounding neurovascular 
structures and soft tissue (Fig. 3).
The tourniquet was removed and hemostasis was achieved 
with bipolar electrocautery. An incision was closed with nylon 
4–0 and the patient was discharged about 2 h of surgery with the 
advice of effective elevation of the hand to reduce post-operative 
edema and pain. The wound healed without any complications 
and sutures were removed on postoperative day 10. Pre-operative 
localization of the broken needle with plain radiographs was very 
helpful for the successful removal of the deeply embedded needle 
in this case.
DISCUSSION
Retained foreign bodies most commonly result in pain, delayed 
wound healing, localized and systemic infection, and further 
trauma during attempts at removal. Assessment of a patient with a 
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of wound contamination. Patient’s occupation and previous hand 
injuries should be inquired for the diagnosis of missed foreign 
bodies. Hence, the correct diagnosis depends both on imaging and 
clinical assessment [2,6,7].
Plain radiographs with radio-opaque markers are of great 
value for localization of radio-opaque foreign bodies [4,8]. Digital 
plain radiographs are a cost-effective diagnostic tool for the 
perioperative localization of radio-opaque foreign bodies. This 
radiological diagnostic facility is easily available everywhere 
and should be used whenever possible to support the clinical 
diagnosis. X-ray facility is easily available at primary health 
centers as well, and intelligent use of preoperative X-ray with a 
radio-opaque marker can avoid unnecessary referrals of retained 
foreign bodies as, by using the available imaging facilities, in 
most of the cases, the exploration can be done on an outpatient 
basis under local anesthesia [6,9,10].
High-resolution ultrasonography (USG) is an important 
tool to localize the nonradio-opaque foreign bodies (wood and 
glass pieces). Intraoperative use of USG has been recommended 
in the literature as an aid in real-time localization of foreign 
bodies [7,9-14]. Computed tomography and magnetic resonance 
imaging if available can, however, provide additional information 
regarding the location and relationship of a retained foreign body 
with adjacent tendons, neurovascular bundles, and muscle groups, 
and thereby guide in the selection of surgical approach and extent 
of exploration [9,12].
Accurate localization enables surgeons to make smaller and 
cosmetically acceptable incisions and remove foreign bodies with 
a minimum amount of dissection and operation time [7,9,10,15] 
Salati and Rather also conducted a study on missed foreign bodies 
in hand in Kashmir and advocated the comprehensive approach 
of careful history, examination, and radiological investigations 
for the removal of retained foreign bodies in hand [6]. Literature 
also supports the use of magnetic forces to remove the missing 
metallic foreign bodies. It is not always necessary to remove 
the deeply embedded asymptomatic foreign body, especially if 
its removal can cause any neurovascular deficit or significant 
surrounding soft-tissue injury.
CONCLUSION
Foreign bodies should be suspected and ruled out in all cases of 
penetrating injuries of fingers. Missed foreign bodies should be 
removed after proper localization by imaging. In missed foreign 
bodies, management comprises accurate localization by proper 
imaging, followed by surgical exploration and removal.
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Figure 1: Anteroposterior and lateral views of the middle finger 
showing the radio-opaque broken needle tip, deeply embedded into 
the distal phalanx along with radio-opaque marker over dorsum of 
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Figure 2: Surgical exploration under digital block with tourniquet 
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by the side of finger
Figure 3: Careful exploration and successful removal of the retained 
broken needle tip
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